###### Strengths and limitations of this study

-   The study describes the prevalence of perceived bullying at work among doctors over a 20-year period.

-   The data allow for generalisation to the whole doctor population in Norway.

-   Analyses are based on self-reported questionnaire data with the possibility of both overestimation and underestimation.

Introduction {#s1}
============

The negative effects of workplace bullying on both the individual and the organisational level are well documented. Bullying is often associated with suboptimal health and poor job satisfaction, as well as frequent job change and increased absenteeism.[@R1] It is also shown that poor health and low job satisfaction of doctors may affect patient safety and treatment outcomes.[@R4] Despite these negative effects, work place bullying among doctors has not been well studied in Norway.

International variations in the prevalence of workplace bullying are large. On average, 5% of the respondents in the sixth European Working Condition Survey 2015 comprising all the European Union (EU)-28 countries reported being subjected to bullying or harassment during the last 12 months.[@R5] Norway was below the EU average.[@R6] In national studies in Norway, 2%--3% of employees had been bullied at work at least once a month, with no significant differences within age or gender. Between occupational groups, service-related occupations (waiters, craftspersons, military, police, healthcare and social care) experience bullying more than average.[@R7]

In cross-sectional studies from Europe,[@R9] USA[@R14] and Australia,[@R17] the prevalence of experienced bullying at work for diverse groups of doctors range from 16% to 76% depending on study design and method of assessment. A cross-national comparison between four European university hospitals in 2004--2005 showed lower prevalence of degrading experiences including bullying at the workplace during the previous 6 months for doctors in Trondheim/Norway (10.5%), than in Reykjavik/Iceland (12.7%), in Stockholm/Sweden (13.8%) and in Padova/Italy (20.2%).[@R18]

According to the work environmental hypothesis, poor psychosocial conditions like dissatisfaction, stress or high levels of conflict play important roles in generating workplace bullying.[@R19] Associations between individual personality traits and workplace bullying are also documented, but a cause-and-effect relationship is complex.[@R20]

In Norway, many studies, including hospital staff[@R21] and nurses,[@R2] have addressed bullying at the workplace, but none have examined the experience of doctors based on a nationwide representative dataset over a 20-year period.

Since 1993, the Institute for Studies of the Medical Profession (LEFO) has regularly surveyed a representative sample of active doctors in Norway ([www.legeforsk.org](www.legeforsk.org)). The surveys in 1993, 2004 and 2014--2015 included identical questions on perceived bullying at work. It is therefore possible to reliably describe changes during this period.

In this article, we focus on the prevalence of perceived bullying at work for Norwegian doctors in various types of job and for hospital doctors practising in different medical disciplines in 1993, 2004 and 2014--2015. We also investigate to what extent being bullied is associated with other work-related and health-related factors. In addition, we explore the possible association between perceived bullying and two major personality traits: introversion--extraversion and neuroticism.

Materials and methods {#s2}
=====================

Design and participants {#s2a}
-----------------------

In Norway, doctors' health and working conditions have been followed since 1992 by the Institute for Studies of the Medical Profession through a comprehensive research programme.

In 1993, a random sample of 9266 active doctors in Norway were invited to take part in a postal survey on doctors' health, working conditions and quality of life, and 6672 (72%) agreed. From a pool of 16 different questionnaires, each doctor received four, one basic to all and the three others with different themes, randomly distributed according to a weighted system. The intention was to achieve better statistical power through a random pattern of missing responses in the total database.[@R22] See Aasland *et al*[@R23] for a detailed description of this overlapping questionnaire design. The data used in this article are from a representative subsample of 3608 doctors who received a questionnaire about organisation of work and work environment including item on perceived bullying at work.

An additional randomly selected group of 2000 doctors were invited to participate in a longitudinal study, and 1272 (64%) agreed.[@R22] Since 1994, this sample has been followed through biannual postal questionnaires, while retired doctors were successively replaced by younger colleagues. These data constitute a set of unbalanced panel data,[@R24] with variation in the number of observations for each respondent.[@R25] The 2004 questionnaire (n=1499) and the 2014--2015 questionnaire (n=1612) both contained the same question on perceived bullying at work as in the 1993 questionnaire.

Informed consent was obtained from all participants in the three surveys, as well as an exemption from specific review of the individual surveys from the Regional Committee for Medical Research Ethics.

Variables {#s2b}
---------

### Response variable {#s2b1}

Perceived bullying at work was assessed with the question, 'Have you during the last year been subjected to vexation or uncomfortable teasing (bullying) from colleagues or superiors?' Response categories were: no, yes---a few times a month, yes---about once a week, yes---a few times a week and yes---daily or almost daily. For most of the statistical analyses in this article, the categories were collapsed into 'no' and 'yes' (ie, from a few times a month to daily or almost daily). This item corresponds to similar questions used in other surveys on psychosocial working conditions in the Norwegian working population,[@R7] where it also pertains to last year, and with the additional explanation that 'vexation or uncomfortable teasing' means bullying.[@R27]

### Effect variables {#s2b2}

Numerous associations with workplace bullying have been reported, for example, poor mental or physical health, personality traits and poor working conditions. The present study includes the following items:

Self-rated health was measured in 2014--2015 by the question 'In general, would you say your health is: very good, good, average, poor'.

Sickness absence was measured in 2014--2015 with a single question, "How many days of sickness absence have you taken during the past 12 months?" The reported number of sickness absence days was recoded into four levels: 0 days, 1--3 days, 4--99 days and 100 days or more.[@R28]

Job satisfaction was measured with the 'Job Satisfaction Scale' of Warr *et al*.[@R29] It includes 10 items that scored on a Likert scale from 1 (very dissatisfied) to 7 (very satisfied). The items were added together into a composite mean job satisfaction scale with possible values from 10 to 70.

Two personality dimensions, extraversion--introversion and neuroticism, were measured with the 'Eysenck Personality Inventory'. Each dimension is based on 10 yes or no questions, giving a range from 0 to 10.[@R30] A subset of the members of the repeated surveys had completed the inventory in 2002.

### Group variables {#s2b3}

#### Job categories {#s2b3a}

1.  Doctors in hospital management positions (medical superintendent, head of department, chief senior consultant, head of unit, senior consultant, head of section).

2.  Senior hospital consultants.

3.  Specialty registrars.

4.  General practitioners (GPs).

5.  Specialists working in private practice.

6.  Community medical officers (district medical officer, senior district medical officer, nursing home medical officer, visiting medical officer, doctor at infant welfare clinic, community GP).

7.  Doctors in academia (professor, associate professor, research fellow and researcher).

8.  Doctors in administrative positions (county medical officer, medical advisor, chief medical officer).

9.  Other key job categories.

#### Medical disciplines {#s2b3b}

For the purpose of this study, the 45 different disciplines are collapsed into five categories:General (internal) medicine disciplines (general practice, paediatrics, haematology, endocrinology, gastroenterology, physical medicine and rehabilitation, geriatrics, cardiology, dermatology, internal medicine, communicable diseases, respiratory medicine, neurology, oncology, nephrology, rheumatology).Surgical disciplines (anaesthesiology, paediatric surgery, cardiothoracic and endocrine surgery, obstetrics and gynaecology, gastroenterological surgery, general surgery, vascular surgery, maxillofacial surgery, neurosurgery, orthopaedic surgery, plastic surgery, thoracic surgery, urology, otorhinolaryngology, ophthalmology).Laboratory disciplines (immunology and transfusion medicine, clinical pharmacology, clinical neurophysiology, medical biochemistry, medical genetics, medical microbiology, nuclear medicine, pathology, radiology).Psychiatry (psychiatry, child and adolescent psychiatry, substance abuse and addiction medicine, community medicine).Other.

Other variables were Regional Health Authority (North, Central, West and Southeast), age and gender.

Analysis {#s2c}
--------

Using proportions with 95% CIs we explored possible changes over time in the prevalence of perceived bullying by comparing the three cross-sectional datasets from 1993, 2004 and 2014--2015, respectively. We also looked at potential changes among the 485 who responded both in 2004 and 2014--2015. General linear models with age and gender as covariates were used to describe the associations between perceived bullying and personality traits in the cross-sectional data. Based on cross-sectional data from 2014 to 2015, a logistic regression model was used to assess the simultaneous effect of gender, age, job satisfaction, self-rated health and sickness absence on perceived bullying. Units with missing data were excluded. Predictive Analytics Software Statistics V.23 was used for the analyses.

Results {#s3}
=======

Respondents {#s3a}
-----------

### Representativity and response rates {#s3a1}

Both the respondents of the cross-sectional survey in 1993 and the longitudinal surveys in 2004 and 2014--2015 were nearly representative of the total doctor work force in terms of age, gender and main job categories (as described in previous studies).[@R23]

The response rates were 72.8% (2628/3608) in 1993, 67% (1004/1499) in 2004 and 78.2% (1261/1612) in 2014--2015. The numbers of respondents with data on all variables (perceived bullying, gender, age and job category) were 2439 in 1993, 730 in 2004 and 1080 in 2014--2015. Four hundred and eighty-five doctors responded both in 2004 and 2014--2015.

Subsamples of the longitudinal surveys had completed the Eysenck Personality Inventory in 2002: 614 of 730 respondents in 2004 and 532 of 1080 in 2014--2015. Since personality is regarded a trait, we combined data from 2002 with 2004 and 2014--2015.

### Gender, age and job characteristics of doctors in the cross-sectional data from 1993, 2004 and 2014--2015 {#s3a2}

The proportion of women in our samples increased from 27.9% (n=680) in 1993 to 31.5% (n=230) in 2004 and further to 43.1% (n=465) in 2014--2015. The mean age was 42.2 years (95 % CI 41.8 to 42.6) in 1993, 54.3 years (95% CI 53.7 to 54.9) in 2004 and 48.5 years (95% CI 47.9 to 49.2) in 2014--2015, when younger doctors had been included in the sample. The majority of respondents worked full time in hospitals (data not shown).

### Gender, age and job characteristics of doctors in the repeated data from 2004 and 2014--2015 {#s3a3}

Among the 485 doctors who responded both in 2004 and 2014--2015, 31.8% (n=154) were women and 68.2% (n=331) were men. The mean age was 46.6 years (95% CI 45.9 to 47.3) in 2004 and 56.8 years (95% CI 56.1 to 57.5) in 2014--2015. In 2004 and 2014--2015, about every second doctor worked in hospitals. The rest were either GPs or had other jobs like administration or private specialist practice (data not shown).

Prevalence of perceived bullying at work in the cross-sectional data from 1993, 2004 and 2014--2015 {#s3b}
---------------------------------------------------------------------------------------------------

[Table 1](#T1){ref-type="table"} shows consistent levels of perceived bullying from colleagues or superiors among all doctors over the 20-year period.

###### 

The 12-month prevalence of perceived bullying at work from colleagues or superiors for Norwegian doctors in the cross-sectional data from 1993, 2004 and 2014--2015

  ---------------------------------------------------------------------
                               1993\         2004\        2014--2015\
                               % (n)         % (n)        % (n)
  ---------------------------- ------------- ------------ -------------
  No                           94.3 (2300)   92.7 (677)   93.0 (1004)

  Yes, a few times a month     4.5 (109)     5.2 (38)     5.5 (59)

  Yes, about ones a week       0.6 (15)      1.0 (7)      0.6 (7)

  Yes, a few times a week      0.3 (8)       0.8 (6)      0.6 (7)

  Yes, daily or almost daily   0.3 (7)       0.3 (2)      0.3 (3)
  ---------------------------------------------------------------------

Group differences in the prevalence of perceived bullying at work in the cross-sectional data from 1993, 2004 and 2014--2015 {#s3c}
----------------------------------------------------------------------------------------------------------------------------

[Table 2](#T2){ref-type="table"} shows the prevalence of perceived bullying at work from colleagues or superiors at least a few times a month within the last 12 months by gender, age groups and main job positions among all doctors, and by medical disciplines among hospital doctors in 1993, 2004 and 2014--2015.

There were no significant changes over time among all doctors or within different job positions, medical disciplines, age groups or women. A significant increase was for men in 2004.

###### 

Group differences in 12-month prevalence of perceived bullying at work from colleagues or superiors at least few times a month for Norwegian doctors in the cross-sectional data from 1993, 2004 and 2014--2015

                                              1993 (n=2439)   2004 (n=730)         2014--2015 (n=1080)                             
  ------------------------------------------- --------------- -------------------- --------------------- -------------------- ---- --------------------
  All doctors                                 139             5.7 (4.8 to 6.6)     53                    7.3 (5.4 to 9.2)     76   7.0 (4.5 to 8.5)
  Gender                                                                                                                           
   Females                                    57              8.3 (6.5 to 10.7)    11                    4.8 (3.0 to 8.4)     43   9.2 (6.6 to 11.8)
   Males                                      82              4.7 (3.8 to 5.8)     42                    8.4 (6.3 to 11.2)    33   5.4 (3.6 to 7.2)
  Age by years                                                                                                                     
   25--35                                     31              5.6 (3.9 to 7.8)     0                     0.0 (--)             11   6.7 (3.8 to 11.6)
   36--45                                     56              5.8 (4.5 to 7.5)     11                    10.9 (6.2 to 18.5)   25   8.5 (5.8 to 12.3)
   46--55                                     38              6.0 (4.4 to 8.2)     16                    7.7 (4.8 to 12.1)    20   8.1 (5.3 to 12.1)
   56--65                                     13              5.3 (3.1 to 8.9)     20                    5.8 (3.8 to 8.9)     19   6.1 (4.0 to 9.4)
   66--69                                     1               2.1 (0.4 to 11.1)    6                     10.2 (4.7 to 20.5)   1    1.6 (0.3 to 8.3)
  Job positions                                                                                                                    
   Specialty registrars                       67              7.2 (5.7 to 9.1)     6                     5.2 (2.4 to 10.9)    11   6.5 (2.8 to 10.2)
    Senior hospital consultants               11              14.3 (8.2 to 23.8)   19                    10.2 (6.6 to 15.4)   34   9.7 (6.6 to 12.8)
   Doctors in hospital management positions   1               11.1 (2.0 to 43.5)   9                     9.6 (5.1 to 17.2)    10   9.7 (4.0 to 15.4)
   Community medical officers                 27              5.7 (4.0 to 8.2)     2                     6.5 (1.8 to 20.7)    0    0.0 (--)
   General practitioners                      6               2.4 (1.1 to 5.2)     8                     4.3 (2.2 to 8.3)     9    4.0 (1.5 to 6.6)
   Specialists in private practice            1               9.1 (1.6 to 37.7)    2                     4.3 (1.2 to 14.2)    0    0.0 (--)
   Doctors in academia positions              7               7.3 (3.6 to 14.3)    3                     11.5 (4.0 to 29.0)   7    11.3 (3.4 to 19.2)
   Doctors in administrative positions        1               16.7 (3.0 to 56.4)   1                     11.1 (2.0 to 43.5)   2    7.1 (−2.4 to 16.6)
   Other                                      18              3.0 (1.9 to 4.8)     3                     7.9 (2.7 to 20.8)    3    8.8 (−0.7 to 18.3)

                           1993 (n=1014)   2004 (n=395)         2004--2015 (n=618)                             
  ------------------------ --------------- -------------------- -------------------- -------------------- ---- ---------------------
  All hospital doctors\*   79              7.8 (6.3 to 9.6)     34                   8.6 (6.2 to 11.8)    54   8.7 (6.4 to 10.8)
  Internal medicine        15              4.9 (3.0 to 8.0)     11                   7.5 (4.2 to 12.9)    18   6.9 (4.4 to 10.7)
  Laboratory medicine      5               7.9 (3.4 to 17.3)    5                    8.9 (3.9 to 19.3)    6    8.5 (3.9 to 17.2)
  Surgery                  25              11.1 (7.6 to 15.9)   13                   11.7 (7.0 to 19.0)   15   9.3 (5.7 to 14.8)
  Psychiatry               6               5.2 (2.4 to 10.8)    4                    5.4 (2.1 to 13.1)    12   10.3 (6.0 to 17.2)
  Other                    28              9.2 (6.5 to 13.0)    1                    14.3 (2.6 to 51.3)   3    30.0 (10.8 to 60.3)

\*Hospital doctors include specialty registrars, senior hospital doctors and doctors in hospital management positions. Missing for medical disciplines in datasets: n=11 in 1993, n=46 in 2004, n=10 in 2014--2015.

Regarding job positions, the prevalence of perceived bullying at work was higher for senior hospital consultants and for doctors in hospital management positions than for specialty registrars, GPs and specialist in private practice. In 1993, GPs reported significantly lower prevalence of perceived bullying than specialty registrars and senior hospital doctors.

Across medical disciplines in hospital, the highest prevalence of perceived bullying at work was found among doctors in surgery and laboratory disciplines in 1993 and 2004, and in surgery and psychiatry in 2014--2015.

Among hospital doctors in 2014--2015, no significant differences in perceived bullying were found across the four Regional Health Authorities (data not shown).

Changes in perceived bullying at work in the repeated measures from 2004 and 2014--2015 {#s3d}
---------------------------------------------------------------------------------------

[Figure 1](#F1){ref-type="fig"} illustrates how the prevalence of perceived bullying at work changed from 2004 to 2014--2015 among the 485 doctors who answered at both points in time. There was a non-significant decrease in perceived bullying at work at least few times a months from 7.2% (95% CI 5.2 to 9.9; n=35) in 2004 to 5.6% (95% CI 3.9 to 8.0; n=27) in 2014--2015.

![Changes in perceived bullying at work in the repeated measures from 2004 and 2014--2015 (n=485).](bmjopen-2017-018161f01){#F1}

Perceived bullying at work and personality traits in the cross-sectional data {#s3e}
-----------------------------------------------------------------------------

To explore the associations between perceived bullying and personality traits, we performed multivariate logistic regression analyses for the cross-sectional samples in 2004 (n=614) and 2014--2015 (n=532). Controlled for gender and age, neuroticism was a significant predictor in the cross-sectional samples from 2004 (OR 1.28, 95% CI 1.13 to 1.44) and 2014--2015 (1.24, 1.07 to 1.45). Introversion--extraversion showed no effect (data not shown).

Associations between perceived bullying at work and possible effect variables in the cross-sectional data from 2014-2015 {#s3f}
------------------------------------------------------------------------------------------------------------------------

[Table 3](#T3){ref-type="table"} lists the included effect variables, and summarises the univariate and multivariate analyses of the variables on perceived bullying at work from colleagues or superiors at least a few times a month within the last year for all doctors. Being women, having lower job satisfaction and lower levels of self-rated health were significant univariate and multivariate predictors.

###### 

List of effect variables, univariate and multivariate analyses of the variables on perceived bullying at work from colleagues or superiors at least a few times a month for all doctors in the cross-sectional data from 2014 to 2015 (n=1053)

                                                 All            Univariate analyses   Logistic regression model                                           
  ---------------------------------------------- -------------- --------------------- --------------------------- --------- -------------- -------------- ---------
  Gender                                                                                                                                                  
   Male                                          57.6 (607)     94.9 (576)            5.1 (31)                    0.009     1                             
   Female                                        42.4 (446)     90.6 (404)            9.4 (42)                    2.02      1.18 to 3.47   0.010          
  Age by years (mean)                            49.0 (1.053)   49.2 (980)            47.0 (73)                   0.112     0.99           0.97 to 1.02   0.625
  Job satisfaction (mean, range from 10 to 70)   53.0 (1.053)   53.6 (980)            44.9 (73)                   \<0.000   0.92           0.90 to 0.94   \<0.000
  Self-rated health                                                                                                                                       
   Very good                                     44.3 (467)     96.6 (451)            3.4 (16)                    \<0.000   1              --             0.010
   Good                                          45.9 (483)     91.7 (443)            8.3 (40)                    3.50      1.49 to 8.25   0.004          
   Average or poor\*                             9.8 (103)      83.5 (86)             16.5 (17)                   2.29      1.21 to 4.33   0.011          
  Sickness absence                                                                                                                                        
   0 day                                         46.6 (491)     95.1 (467)            4.9 (24)                    0.053     1              --             0.967
   one1--3 days                                  28.2 (297)     92.6 (275)            7.4 (22)                    1.17      0.62 to 2.22   0.629          
   4--99 days                                    23.5 (247)     89.9 (222)            10.1 (25)                   1.12      0.57 to 2.18   0.744          
   100 days or more                              1.7 (18)       88.9 (16)             11.1 (2)                    0.98      0.18 to 5.28   0.977          

\*Categories of self-rated health 'average' and 'poor' collapsed into 'average or poor', because of very low response of 'poor' (n=1).

Discussion {#s4}
==========

Main findings {#s4a}
-------------

The prevalence of perceived bullying at work did not change significantly neither in the cross-sectional samples from 1993 to 2004 and further to 2014-2015, nor in the repeated measures from 2004 to 2014--2015. More senior hospital doctors and doctors in surgery reported being bullied over the study period. Association of perceived bullying at work with self-reported health, job satisfaction and neuroticism was confirmed.

Comparison with other studies {#s4b}
-----------------------------

Differences in methodology regarding data collection, sample characteristics and measurements limit direct cross-national comparisons. The perception of having experienced bullying at work, however, seems to be lower in our sample in Norway ([table 2](#T2){ref-type="table"}) compared with residents/fellows in USA (48%),[@R14] junior doctors in Germany (13%--16%),[@R12] doctor--researchers in the UK (42%--75%),[@R9] surgery trainees and consultants in Australia (47%),[@R17] GPs in Lithuania (30%)[@R11] and Canada (79%).[@R16]

Perceived bullying at work for Norwegian specialty registrars at all three time points was slightly lower than for senior hospital consultants and doctors in hospital management position. The opposite was observed among surgery trainees versus consultant surgeons in Australia, and among doctors in postgraduate positions 1 versus levels 2--8 in hospital settings in the USA, while no such differences were found in the UK.[@R13] The higher prevalence for doctors in surgery and academic positions is more consistent.[@R9]

A study from Germany describes the 12-month prevalence for experienced bullying over time. As opposed to our findings, this study reports a slightly increasing prevalence among junior hospital doctors in Germany, from 12.9% at baseline in 2004 to 14.9% 1 year after baseline, and further to 15.9% 3 years after baseline.[@R12]

Our findings add to other Norwegian studies suggesting that workers in the health and social sectors are more at risk for reporting experienced bullying at work.[@R7] In our survey from 1993, 2004 and 2014--2015, about 6%--7% of doctors reported perceived bullying at work from colleagues or superiors at least a few times a month within the last 12 months, compared with 2%--3% in the general working population in the period 1989--2013.[@R7]

In our cross-sectional data, neuroticism was positively associated with reporting perceived bullying experiences, which is also found in several other studies.[@R20]

In our multivariate model, perceived bullying at work at least few times a month within the last year was associated with both lower level of self-reported health and poorer job satisfaction, but not with sickness absence. These results are in agreement with recent meta-analyses on health-related and job-related outcomes of bullying at work.[@R1]

Explanation of results {#s4c}
----------------------

The work environmental hypothesis emphasises the importance of psychosocial work factors on workplace bullying. It implies that poor psychosocial working conditions characterised by dissatisfaction, stress and unpredictable tasks can lead to conflicts, which in turn may develop into bullying.[@R19] Workplaces with high levels of conflict between workers were found to have increased risk of bullying.[@R27] Victims of bullying were also showed to be more dissatisfied with several other psychosocial factors in the work environment.[@R34] On the other hand, personality traits like neuroticism was associated with the perception of being bullied. Doctors who scored high on neuroticism were also more reactive to stress[@R35] and more likely to interpret situations as threatening.[@R20]

Thus, the lower prevalence of perceived workplace bullying at the population level, and explicitly in the Norwegian medical profession compared with some other countries, can partly be explained by variations in psychosocial working conditions.

Good working environment is part of a work culture in Norway.[@R36] In the Organisation for Economic Co-operation and Development study across 38 countries from 2016 on Better Life Index, the average level of life satisfaction was highest in Norway, suggesting strong social cohesion.[@R37] In the Eurofound study across 28 countries from 2015 on working environment, there was a more positive picture of psychosocial and organisational working conditions in Norway, for example, the scores for being 'very satisfied or satisfied' in the main job, and being 'always or almost all the time' treated fairly at the workplace, were higher in Norway (93%; 94%) compared with for example Germany (89%; 90%), Sweden (85%; 87%), Italy (83%; 84%), UK (90%; 85%) and Lithuania (83%; 76%).[@R5] In the 2005 European working conditions survey, Norway showed the second highest level of satisfaction.[@R38] In studies of the medical profession, doctors in Norway, compared with some other countries reported lower stress levels,[@R39] better work--home balance, lower working time,[@R26] a higher level of job satisfaction[@R39] and lower prevalence for self-reports of perceived bullying at work,[@R18] suggesting a better work atmosphere in Norway.

Differences in cultural and psychosocial environmental factors across occupational groups in Norway may account for variations in perception of experienced bullying. In the 2013 Living Condition Survey of the Norwegian working population, doctors were the occupational group that scored highest on the scales of psychosocial risk factors at work including work--home unbalance, long working weeks, night works, frequent reorganisations at workplace and high effort at work.[@R7] In a previous nationwide survey, the medical occupations scored second highest on a scale of conflicts at work. About 6 of 10 doctors reported conflicts both between leader and employees and between employees.[@R27] Current studies underline the higher workload and lower work--home balance in the doctor work force compared with several occupations in Norway.[@R25] In addition, studies points to the importance of cultural factors such as the traditional hierarchical structures and teaching methods in the medical profession that might influence the development of bullying.[@R44]

Doctors are not a homogenous group. We found that doctors working in public sector hospitals reported workplace bullying more frequently than doctors working as GPs or as private practice specialist. This finding is consistent with a national survey suggesting a higher prevalence of work conflicts in public as opposed to private settings.[@R27] Previous Norwegian studies have also shown that hospital doctors experience more psychosocial work stress and are less satisfied with several aspects of the job conditions than are GPs and private practice specialists.[@R28]

The present study documents no significant changes in the perceived bullying at work from 1993 to 2004 and further to 2014--2015 based on cross-sectional data or the repeated data from 2004 and 2014--2015, suggesting stable psychosocial working conditions for Norwegian doctors. Four major health reforms have been implemented over the last 15 years---the GP list patient scheme in 2001, the free choice of hospital in 2001, the hospital ownership reform in 2002 and the primary/secondary healthcare coordination reform in 2012. These reforms have of course influenced the organisation of doctors' day-to-day practice. One study shows that the perception of professional freedom of speech and professional autonomy among doctors declined from 2000 to 2004.[@R47] Another study based on data from 2010 shows that 70% of doctors experience stress in association with perpetual reorganisations of the national healthcare system, particularly for hospital doctors.[@R48] These reforms in the healthcare organisations seem not to be reflected in perceived bullying at work for doctors. Neither do several national antibullying initiatives from 2005, nor does the new Working Environment Act from 2006,[@R49] which also includes specific measures against harassment or other improper conduct at work, seem to have influenced the perception of workplace bullying among doctors. This suggests that the amount of perceived bullying is not particularly sensitive to organisational change or protective legislation. Cultural values and traditions in medicine are probably more important. However, a relatively high prevalence of bullying at work in medicine is documented.[@R7] An interesting study shows that surgeons view intimidation and harassment in the learning environment as both dysfunctional and functional.[@R45]

Some important environmental factors that directly or indirectly may generate stress in the healthcare setting did not change during the last two decades. For most doctors in Norway total weekly working hours remained unchanged in the period 1994--2014.[@R25] The satisfaction with various aspects of working conditions, including the amount of responsibility, variation of work, colleagues and fellow workers, opportunities to use own skills, overall job situation, freedom to choose own methods of working, physical work conditions, recognition for good achievements, rate of pay and work hours as measured with the Job Satisfaction Scale[@R29] remained relatively stable and high among doctors in Norway.[@R46]

A major personality trait like neuroticism is considered stable in adult life. Subjects scoring high on neuroticism are more likely to perceive situations as threatening. Studies indicate an association between neuroticism and perceiving bullying, although the relationship is complex.[@R20] In our sample, neuroticism was significantly associated with perceived bullying from colleagues or supervisors, suggesting that personality traits, at least neuroticism, may have an impact on the subjective experience of workplace bullying.

Strengths and limitations {#s4d}
-------------------------

The main strength of our study lies first and foremost in the near representative dataset, making the results generalisable to the entire population of doctors in Norway.[@R23] Further in the fact that we have data from three different points in time over a period of more than 20 years, including some repeated measures. Similarities in survey methods and comparable items on being subjected to bullying at work are also strengths. The response rates are between 67% and 78%, which are higher than for most other surveys of the medical profession.[@R26] A limitation is that we only have self-reported data, although this is considered a plausible methodology.[@R7] A further limitation is that the prevalence of perceived bullying at work is based on a single item, and does not meet the gold standard of measuring bullying with a global, checklist-based measure.[@R51] However, this practice started after the data collection in 1993 and 2004, and would have been difficult to have incorporated into the survey design in 2014--2015. Other specific elements of workplace bullying like how it occurred (verbal or written by e-post or social media), who the perpetrators were (superiors, doctor colleagues, other personal, patients, relatives or friends of patients) or how long the bullying lasted might be also useful information, but were not obtainable in the present study.

Policy implications {#s4e}
-------------------

Reducing workplace bullying among doctors is important. It can have a positive effect on the doctors' health, the quality of patient care and the work organisation.[@R1] Specific attention should be paid to doctors in hospital management position, senior hospital consultants and doctors in academic position, who reported higher prevalence of perceived bullying at work in 2014--2015. Good leadership, social support and improved work environment combined with active workplace interventions are crucial to prevent bullying.[@R19] Because intimidation and harassment were found to be a part of medical education, changes in the attitudes towards these negative behaviours are also important.[@R45] More recognition and awareness about bullying in medical school and specialist training are instrumental for improving communication and relationship between colleagues.
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